apparent. Physician (P J Watkins and J M Malins), obstetrician (J M Brudenell) and paediatrician (H R Gamsu) interrelate both in clinical care and in very much needed further research into this continuing vexing problem. .
An outstanding message which all the contributions to this study convey is the relative negativity of the value of insulin. Both Watkins and Brudenell show clearly that the outcome of pregnancy, at least for the fetus, is as dependent on improved obstetric care as it is on careful management of the diabetic mother. Nevertheless, a wide variety of serious hazards to the fetus are still present and the account ofthem by H R Garnsu makes depressing reading. It seems that very few systems in the infant body of the diabetic mother escape a substantial increase in either congenital malformation or metabolic or developmental disorder.
Particularly disturbing is the increase from 4.6% to 8.4% reported-in the incidence ofmajor congenital abnormalities in the period [1968] [1969] [1970] [1971] [1972] [1973] [1974] [1975] [1976] at King's College Hospital, especially as these abnormalities account for over halfof the deaths ofinfants born to diabetic mothers. The range of problems which the neonate presents to the paediatrician continues to be formidable: infection, trauma, thrombosis and haemorrhage; jaundice, polycythaemia and disturbances of calcium and magnesium metabolism are relatively common and frequently combined. Of even greater interest is the admission that the mechanisms which produce polycythaernia, hypomagnesaemia, jaundice and severe infection are either unknown or highly conjectural.
The detailed and special care of the diabetic mother during her pregnancy continues to tax the skills of the physician and obstetrician. A degree of certainty about the optimal time for delivery still eludes these specialists, though there is general agreement that vaginal delivery is preferred. Caesarean section is more frequently associated with respiratory distress syndrome, particularly if delivery is premature.
A pregnant woman has substantial hormonal changes influencing the pituitary, ovaries, thyroid and parathyroid. The effects ofthesechanges appear to be ofgreater significance if the mother is diabetic, and it is hormone disturbances which account for a number of problems in the neonate. Undoubtedly, the influence of unnatural levels of insulin in the maternal circulation affect the development of a mechanism for diabetic control in the fetus. The effects of this trauma during intrauterine life may Well be carried into decades of the infant's life.
If this symposium has one paramount message, it seems to me to be that the introduction of insulin by Banting and Best had little influence on diabetes When body metabolism and hormone behaviour is unusually distressed. Indeed, a great deal ofresearch into the pertinent cause of diabetes may have been inhibited, and it is clear from the reports in this symposium that a great deal more is to be learned about diabetes before uneventful outcome for both mother and infant can be anticipated. Yours faithfully
The nature of diabetes From Dr Christopher Hardwick London SEl 9RT Sir, In few branches of medicine has so much research been generated in recent years as in diabetes. Besides clinicians, all the medical disciplines have made their contributions: biochemists and enzyme chemists, immunologists and immunochemists, geneticists, microbiologists and many others. Some idea ofthe depth ofthe research and the complexity of the problems that have been unearthed, is shown by the fact that, in February, members of the Section of Endocrinology and ofthe British Diabetic Association could occupy themselves fully over two days in discussing insulin alone.
H is, therefore, important that from time to time someone with authority should seize the opportunity of a public lecture to survey the progress that has been made in many fields, towards our understanding of the disorders that may underlie the syndrome of raised blood sugar that we call diabetes mellitus.
An occasion for this to be done arose last year with the happy choice of Dr Arnold Bloom as the Society's Henry Barnes lecturer for 1977 (March Journal, p 170) . As Director of the Children's Register of the British Diabetic Association, Dr Bloom has himselfmade significant contributions to our knowledge of diabetes. In addition, in the intervals of running a busy diabetic clinic, he has managed (as his lecture shows) to keep abreast of world literature in itself no mean feat! His lecture last May was a delight to listen to and it was equally pleasurable to read it in the March Journal.
Much of the research in this country has been funded by the British Diabetic Association which, in the last seven years, has collected and spent over one million pounds on various projects and research groups. At fund-raising events, the question most frequently asked by diabetics and by doctors is 'When will you find the cause of diabetes?' It was, therefore, wise of Dr Bloom early in his lecture to emphasize that 'diabetes is nomore to be regarded as a single disease than anaemia'. There is not one cause for diabetes but many.
Gastric inhibitory polypeptide, somatostatin, pancreatic polypeptide, somatomedia, are all dis-creet pieces that have to be fitted into the jigsaw puzzle of diabetes. Dr Bloom did us great service in describing the present state of our knowledge about them and in indicating their possible roles. It is to be hoped that the Society will, at intervals, invite Dr Bloom to give us further reviews of the nature of diabetes. Under Sir George's leadership it has maintained a vigorous and progressive presence in the growing complexity of interest in postgraduate and specialist training. The recommendation of the Royal Commission on Medical Education was that the specialist institutes should be divided among the reorganized undergraduate schools, thus leading to the ultimate abolition of the Federation. The special circumstances of London, so clearly pointed out by Sir George, were overlooked. The great advances made in the individual highly specialized and increasingly technical subdivisions of medicine could not be sustained anywhere else. The survival of the British Postgraduate Medical Federation is an indication of its thriving vitality and continuing demand for its services.
The Postgraduate School at Hammersmith was the leading edge of the whole postgraduate academic organization. In the growing complexity of health service reorganization, Hammersmith obviously had to be treated as a special general teaching hospital with a district responsibility. Basically it was the most highly organized academic centre and its problems were quite different from those of the specialist institutes in the centre of London. It was in the interests of all that its academic development should be dealt with by separation from the other specialist institutes.
The Royal Postgraduate School continues to go from strength to strength, and although the subjects it is now pioneering vary with the changing interests of its new Professors, it still remains a coordinated centre for research, advanced teaching and the integration of medicine with basic knowledge. Previously a Mecca for the Commonwealth and the old colonial empire, it has now become a centre for interchange of high standards of medicine between Britain and the European Economic Community. It continues to hold its place on the merit of its endeavours and to some extent its work will be complimentary to the new MRC Clinical Research Centre at Harrow. Exchange of staff with the CRC has been continuous, and the opportunities for the study of the advancing edges of academic medicine in London should be unequalled. The academic influence of the British Postgraduate Medical Federation in setting and maintaining standards has been enormous and, even in the now rather trying circumstances for academic progress, the interest of our profession in sustaining and developing these centres of excellence should become a watch-word in maintaining the pride of British achievement and the prestige of our great profession. Yours sincerely JOHN MCMICHAEL 13 February 1978 Dietary fibre and colonic function From Mr Milo Keynes Oxford Dear Sir, In his interesting editorial 'Dietary fibre and colonic function' (February Journal, p 81), Dr John H Cummings discusses the value of fibre as a therapeutic agent in the prevention of diverticular disease and mentions 'subjects with prediverticular disease ... on pre-diverticular diets'. This, to me, suggests the use of commonplace jargon which has little to support it when the pathology of diverticular disease is studied.
It is not yet clear whether the 'irritable colon syndrome' is not the same as the syndrome from gross hypertrophy of the circular muscle of the colon (usually the sigmoid colon) without diverticular formation, and thus indistinguishable, in effect, from what has been called so often in the past 'pre-diverticular disease'. In patients with diverticulosis of the sigmoid colon there is usually hypertrophy of the circular muscle, and it is this hypertrophy which may give the symptoms of 'diverticular' disease, rather than the presence of one or more diverticula. When a diverticulum gives symptoms (and it is usually only one which does), these are due to the complication of inflammation, perforation or bleeding. Diverticula do not give symptoms unless there is a complication. There is a second disease of the colon with multiple diverticulosis and without muscle hypertrophy, and here any symptoms are due to a complication.
It thus appears that the symptoms of colonic 'diverticular' disease and of colonic 'prediverticular' disease are due to the same cause, namely muscular hypertrophy, and are not due to the presence or absence of one or more diverticula. Diverticulosis of the sigmoid colon is secondary to
